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Abstract
The mission of independent living services is’
to increase the severely handicapped individual's
dignity, freedom, and control of personal destiny.
To help ge\ple reach these overarching goals, inde-
pendent “living prodrams must provide direct services
or information regarding available services in an
efficient and effective manner. Evidence of “the
success of services shquld be sought in terms of
a) client functioning, b) enhvironmental changes,
c) client satisfaction, and d) program management
practices. Regarding person change, emphasis is on
human capacity areas such as health, social-attitudinal,
moblllty, cognitive-intellectuaT, and communication
functioning, To eliminate external' barriers to life
satisfaction, environmentadl changes are needed in
physical, social, economic, and human‘services areas,
"Accomplishments of person and environment changes .
thould enhance phe client's satisfactién with program
services.» Finally, independent living programs should
also/ be evaluated ds to their overall management
’ capabliltles. , .
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N SECTION I:

. - , 3

Introduction -

'y
(Purpose " : Ll ‘ '
- -

The purpose of- this paper is to provide van intro-
——¥i~—~"ductlon<to evaluation of independent - 11v1ng S§érvices.

In order to evatuate a new human service program, one ' S0

must understand why that program evolved. What areg the
program's mission and goals? Who is- the program to
serve (target population)? Only with this his /ercal
and phllosphlcal underpinning can one determlne whether
programs in independent living have proper service

b objectlves “for the proper clientele. ~

L=
~

* Having determined that a program hasiset app\bprlate -
- ‘goals - for appropriate target groups, the program evaluator
can. move the next step of identifying program criteria .
and-instruments to measure progress on thosg criteria. ©
Such an eyaluation strategy“allows one to détermine
whe Per ervices have met effectlvely and efflciently
the neéeds of the clientele. Hence; in addition-to i
discussing the mission and goals of 1ndepenéent living,
_this paper also devotes considerable attention to. d1s~ ’
cussing concrete criteria by which the effectiveness of
independent living services couid be gaugeds; The presen<’
tation closes with a flewchart of the evaluation process
in 1ndependent l1v1ng * . \_

L] s - p N

- 7 y
Issues in Evaluabdng Independent-L;ying Programs '

.

¢

.

+Muzzio, LaRocca, -Koshel, Durman, Chapman, and . et
Gutowskl (undated) prov1ded some- excellent reasons for - _
_ evaluations of independent living progr. . They ’ .
‘ . p01nted out that results ofy- these assessments can:

. . ¢ i
» . . - .

] fl.

. 2.

Justlfy the existence of 1ndependent lIv1ng
‘rehabilitation, . -

) Justlfy the level ofuexpendltures for the
. . program, ’ .
3. ‘JImprove technigles of 1ndependent llv1ng
) reﬁabllltatlon, and
4. Insure that serices ate- belng delivered to

v

. the. target population. ~ . ' .
. " . . 3 N \ 'f
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Due t6 the ambiguity regarding desirable outcomes
in independent living rehabilitation, evaluation of such
programs is no easy task. As Muzzio, et al. (undated)
and Darley; Tate, and Frey (1979) noted, n® single success
criterion exists.s Instead, as this paper demonstrates,
multiple criterift of succéss must be employed in evaluating

independent living programs. - , : ,
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SECTION II

‘) ) J

The Independent.i%ying Movement

.Evolution of Independent Living Services N
Establishmeht of a new ‘human service program re- . .

.quires several conditiens. Obv1ously, widespread ST

gwareness of deficiencies in existing serxvices is i

needed (Rossi, 1978). Then, it must'be feasible to - '

deliver needéd services through an organization staffed

by trained personnel.

Success of the newly establlshed program depends
on the degree to which it responds to the original needs.
and deficdiencies, i.e.., to the mission for the service.*
Hence, a paper on program evaluation of independent
living should first examine the mission and goals of B
independent living and then discuds ways to evaluate
whether the program is meetings its goals.

' The Mission and Goals of Independent Living

o Independent living services in the Unlted Statés are
responsive to fundamental deficiencies in our culture’ ex-
perienced By individuals with severe disabilities. Count- 3
less observers of society's reaction to disability have C ’

described how resulting social practices deny individyals

with disabilities access to freedom of choice and inde- .
pendence. As a result, definitiens of independent living
emphasize the need for disabled 'individuals to a) attain s
the rights and privileges of adults (Cole,, Sperry, Board,

& Frieden, 1979), b) participate. actively in society .
(workfhg, having a home, rdlslng a family, sharing in the

joys and respdnsibilities 6f comgunity life) -{Stoddard-

Pflueger, 1977), and c) select and maintain a lifestyle « }

.consistent with personal,de51res, means, and expectancies
(Cassatt-Dunn, "1978). In essence, the gualities of life

which severely disabled individuals are denied include

contfol of one's life and participation ‘in the community h

cofisistent with personal desires and capabilities,

., A . » .}
The desiré for cdontrol over one's'life and meaningful
partic;patioﬁ in the decision-making *process emanates from //

[
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et al., 1979). :Poxces of disciimination and prejudice

in the social environment severely limit an individual's
capability for meaningful integration in the community
and labor- force. The negative effects of architectural
barriers, financial disincentives, and lack of financial
benefits on individuals’ with disabilities is patently
clear. Finally, gaps in service programs resulting from
lack of a) ‘awareness'of techno%og;gal advances, b)
advocacy efforts for individualS with severe disabilities,
and c) involvement of dansumers in service planning limit
an-individual's independentiiiVing~capabilities-*-— T T

”-

4
A strict env1ronmental interpretation does, however,

overlook the person aspects of the equation. Consistent
with the interactional theories of psychologists such as
Kurt Lewin, Sigelman,.et al.. (1979) stated that desirable
social outcomes are a,function of personal capabilities
as well. Attempting to cdarify the effects-of sévere
disability, they described five domains of human func-
tioning and performance which 'might be altered by dis-
ability. -These five domains include health, social-
attitudinal, mobility, cognitive intellectual and communi-
cation fun§tions. A review of the literature on disability
and its iﬁpact indicated that these five .areas were

suffiCiently comprehensive to classify all functional
difficulties" (p. 105) even those resulting from mental
retardation.

~If limited. in the health area, the person lacks the
"physical well-being called good healtR"<dnd "is charac-
terized by functional impairments in one or more of the
body's $ystems; . . " Problems of self-acceptance and
motivation for self-improvement are included 4n the

social-attitudinal area.

Mobility Fimitations ipclude

diminished capability to manipulate objects, move about .

home and work place, and

articipate in the affairs of,

the community-

Impaired cognitive-intellectual. functioning

affectsl learning, memory, and generalization

of learning.

" In the sections to follow,
. broad goal areas fb

If limiteq in communication function, the person "has
difficulty sending and receiving messages, and exchanging
information and ideas with other persons" (Sigelman, et
al.,- 1979 p. 105). : . .

If life outcomes are dependent both'on human. cap-
abilities (behav*oral capacities) and enVirpnmental
forces, then it stands to reason that goals of independent
living programs must address both person and environment.
the proper target groups, and
r inJEpendent ' kving programs are outlineds.

-
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Targeét Population for. Independent Living Services.

‘Although tHey may later seek assistance of a-vocational

nature, the target population for independent living
services intludes individuals with severe disabilities T

. who do not have an 1mmed1ate vocational goal.' DeJong

(1979b) noted that a 1974° survey conducted by the
National Center for Health Statistics estimated that

3.3% of the U.S. population would quallfy for independent
living services. Toxdate, the movenment's "core con-
stituency" has consisted of younger, physically disabled
-individuals who live_ around a-metropolitan area with a
university. Noticeably absent in the independent living
clientele are "racial minorities and older individuals
with severe physical impairments" (DeJong, 1979b, p. 438).
Indeed, Stoddaxd (1980) reported that over 50% of the
cé}ents of the Califoxnia 1ndependent living programs |
w&re in wheelchairs. They tended to be as well or -

better "'educated than the general population. DeJong “\\'
(1979b), however, stréssed the importance of expanding

the independent living movement to individuals with

other types of ‘disabilities and to older individuals.

-

Saylng that serv1ng those with severe disabilities
is the aim of independent living does no however,
clarify the goals those programs should h8ve: Hence, ) ¢
the next sect@on discusses goals of independent livinq
programs. )

Goals of Indegéndent Living Programs. Although
independent living® services must remediate personal
and environmental difficulties, studies of independent .
llVlng centers emphasize the importance of flexibility. \
No one concern’ or set of concerns clearly emerges when s
rev1ew1ng either the presenting problems of individuals
at .independent- living centers (Muz2io, et al. undated)
or the services of ekisting- 1ndependent llVlng centers
(Stoddard, 1980). At the same time, Stoddard (1980) \\‘,
identified central problem areas for 1ndependent -
llVlng SerVLces to address, e.q.

\ v

2 Problems in the client's self -image as a ,
disabled person.
2. Problems in functional limitations aﬂg the
need to reduce limits on the person's.
ability to play, work and live in the

|
‘i ‘o communlty. L ~
[ 3. Services needed for the. community to reduce ./
| ,barrlers and make ‘the community more accessible
‘ . phy51cally ‘and gttltudlnally 4
~. |. 4. A range of social and personal skills (Stoddatd,

Ty 1980, p. 13). A .
. ' 7 ‘ — 1 *

{v: ¥~ 1 1’ ‘
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SECTION III'  ~ " ‘

o~ - . : .
Y i
) Techniques for Evaldating Independent Living Programs
s : “ :
Overview - - ’ B
: Given their goal to increase the individual's
freedom‘of choice apd self-control, independent living
™. . programs must be effective on several fronts. First,

the program must provide services which enhance the
individual's functional capabilities. 1In the person
change area, key services should be focused on improving
individual health, seocial-attitudinal, mobility, cog- .
nitjve-intellectual, and communication functioning.
* Independent living programs also must initiate changes
in_the environment which increase the options of disabled
‘ individuals. Environmental changes are, required in
physical, social, economic, and human service spheres.
To include the client's perspective, evaluators must
N “assess client satisfaction with services. Finally,
independent living projects must accomplish management
. ‘or operatiomal‘objectives such as the mandate to ensure
L . substantial involvement of consumers. in the service
program. o . .

_Person Change . ' . '

In discussing "person'changeﬁ through independent’
living "services, Sfpddard (1980) noted several important
areas--self-image as\ a disabled person, functional
’ limitations, and a variety of sceial and personal skills,,

_— Sigelﬁén, et al.. (1979) furthei elaborated on target
. areas by defining five‘dimensions of human'functioning, .
N e.g., health, social-attitudinal, mobility, cognitive- . .-

inte lectyal, and communication. Because it'is based on

an exhawstive review of EQe literature, the Sigelman, .

et al. (1979) scheme provides a comprehensive outline for
understanding human functidping and, thus, foy establishing s
person-«hange goals for indqpendent living Services. In _

each of the five- functipning areas,. independent living ’

. services could bedesigned to; . . ‘ .o
| Ve ) T , | a L
} L J .I - /_"/ . ’
~ 1 \ :
' | )
| ¢ 10 Zlé?
L4 - ) -‘ \' \




Health _functions .o /

P Increase the overall physical health of-the individual
Decrease impairments in bodily systems
Decrease the amount of pain experienced
. » Increase the individual's participation in life
‘ : .« activities / . .
< . . " N '
Social-attitudinal functions S ’
. . - . \ 7
Improve the level oflacceptante of self and abilities
Improve the in%ividual's social skills

o Increase the i aividqal's motivation to improve
. self '

L]

Mobility functions

Incréase the individual's manual skills for manipu-
h\*\u, ’ lating objects ard devices )
Incréase the individyal'stcapability to move at
home, ™ork place, and from place to place in
the community’ , .
Decrease the individual's difficulty in parti¢ipating
. 1n cher physical act1v1t1e$

-

~

~
e

Cognitive-intellectual -functioni ) oL ’
R . . ’
et Increase the individual's igtellectual capacity to
. . manipulate symbols .and objects
Ins;eaéa the individual'g capability to acqulre or
S store in memory. new/cognitions and behavior -
. . patterns and/or to transfer learning to new

> "situations . .

.

Communication functioning

- - o

Decrease the individual's dlfflcultles in sendlng
and receiving mess (]
Decrease the 1nd1v1duazg§ difficulty in exchanglng
information and ideas with other persons.
) ‘ (Slgelman, et al, 1979)

S~
Stating goals in these areas only sets the stage for

evaluating a program's ‘effectivehess. The next step in-
. volves specifying measurdable objectives which include
. statements of the performance or behaviors, expected.

Positive changes in these behaviors or performance levels

as a result of services then provides ev1dence for the .
~\\ - effectlveness of the program -

ﬁ__i . __:_,« - é] ¢ . ) \
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Although they’ have utilized different categories than
Sigelman, et al. (1979), seveéral individuals have developed
.multi-dimensional rating scales and behavioral checklists
adaptable to program ®valuation in independent living.
Examples of these multi-dimensional instruments include
the Level of Rehabilitation Scale (Carey & Posavac, 1977),
Independent Living Assessment for-Persons with Disabilities

. (Schwab, 1981), Functional Assessment Profile (Ehrenworth,
Kelly, Langton, LaRue, Marsh, Rapp, Reilly, & Konar, 1980),
Independent Living Behavior Checklist (Walls, Zane, &
“Thvedt,' 1979), Functional~Assessment Inventory (Crewe &
Athelstan, 1980)., The Ideabook: 550 Indicators for Use -
in Setting Goals (Garwick-& Brintnall, 1977), rand Functional ~
Capacity Areas (Crumpton, Cassell, Freeman, & Sawyer,
undated), Dimensions from these measures can be related
to the person change goals previously presented.

)

J In using any rating scale, evaluators must be con-’
cerned with reliability and validity. A reliable measure
"results in comparable findings over time or raters.
To consider a measure valid, one must have evidence that
it assesses the construct it purports to measure. The
more behaviorally specific¢ the measurE; i.e., the more
observable and concrete the evaluation ‘called’ for,. the
more reliability and validity are ensured.

For. some of the measures discussed in the sections
‘to follow (Carey & Posavac, 1947; Garwick & Brintnall,
1977) , -evidence exists of sufficient reliability and .
validity .Other Measures (Crumpton, et al. undated, ¢
Schwab, 1981; Walls, et al., 1979) are highly specific -
in terms of‘observable'behaviors, and, thus, one would «
assume adequate rgliability_and validity. Of course, -
additional researkh.is needed to support that assumption.
One instrument (Cre & Athelstan, 1980) ,is in the ex-
perimental stages of development, and additional reliability
and validity information will' be ,available. The final
measure rtviewed (Ehrenworth, et- al., 1980) calls for
broad ratings of extent of impairment and potential for
change (referred to as "compensation").. The complexity . -
of these ratings underscores the need for carefully
controlled reliability and validity studies with the
instrument. k

Health. Evaluation of health functioning could
focus initially on ratings of the¢ individual's physical
health and capaCity for self-oare“ To measure medical

"condition, Crewe and Athelstan's (1980) Functional
Assessment Inventory uses ratings)of the person's

) <
.

- | 12 I




N -
"capacity for exertion, endurance, loss of time from
work due to treatment or medical problems, and stability
of condition.” The Functional As ment Profile
(Ehrenworth, et al., 1980) calls for a global rating,

of ‘the individual's self-care capability as to whether

it represents an asset or limitation. Rating self-care
as a limitation requires the rater to identify not ;
only the specific problems but also to specify how to
compensate for the problems.- Areas of self-care in-,
cluded in the overall ratings are eating, toiléting,
grooming, dressing, cooking,y shopping, washing, -cleaning,
and money management. Some'%f these areas overlap con-
cerns in other functional categories such as mobility
(shopping) and cognitive (money management).

The weakness of the previously described measures

‘s their global nature. Obviously, the next important

step to take is toward greater behavioral specificity.

Several of the scales move in that direction. For

example, Carey and Posavac's (1977) Level of Rehabili- .
tdtion Scale lists multiple self-care areas under )
Act1v1t1es of Daily Living so that the ratings of
capabi 1i are provided for -each area (feedlng, use of

toilet b el . and bladder control, groomlng, dressing,

and bathlng) § Some areas_included in their Activity of

¢

‘Daily Living Section fall into Sigelman's, et al. (1979)

category of mobility.- ) . Fa s
An eVven greater level of behavioral specificity - -

and object1v1ty regardlng self-care capabilities is ‘f

provided in Schwab's (1981) ﬁ&ndepe__ent living assess

ments for persons w1th disabilities." Her three part.

evaluation.process ddlls first for self-ratings' in

self-care areas. These self~ratings—~are then supple-

menfed by ratings from an -observer such as the coupselor.

Finally, provisions are made for situational assessment

of self-care skills in an- actual”laboratory setting.

The laboratory phase of the evaluation is guided Ry

resilts of the self -rating and observer rating. For

example,, in the area of self-dxessing, the 1nd1v1dual

must be assessed as to ablllty to put on and remove

clothes, open and close zippers, ‘fasten and unfasten .

snaps, etc. Again, certain facets of the’Schwab (1981) =

self-care evaluation extend into other areas of func-

tioning such as mobility (manual skills) and cognitive-

1ntellectual (money management, rec1pe reading, etc.).

-
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The final health care assessment approaches &xtend
the behavioral specificity theme. The Functional Capacity
Areas (Crumpton, et al., undated) presents behavioral .
strands or hierarchical lists of related behaviors.
Crumpton, et al. (undated) ‘described the system as
tncluding several cohtinua ‘of functlonal skills grouped
into strands. Each strand begins with "the most primary
skills and progresses developmentally toward more
complex skills" (p. 2). The strand relevant to assess- ~
ment- of health'concerns includes -grooming, .eating, i
and dressing. For example, the eating/Arinking strand -
extends from ."holds finger foods" to "takes meals in
socially acceptable manner." °

3

Maintaining a similar\ievel of behavioral specificity
but not employing the strand concept, Walls, Zane, and °
Thvedt (1979) describe multiple behaviors in the areas of
self-care skills, home maintenance and safety skills,
and food skillsgermaine to health functioning. In each.
of the areas, the authqrs déscribe certain target be-
haviors, conditions under which the behavior shduld be
displayed, and standards of behavioral competency. An
example of the format follows.(Self-care skill, #53-
Medicine, ps 49),. ~ .

B

N

£

14

Medicine
L4

Condition: Given a filled prescription and a prescribed
dosage
Behavior: Cllent takes the medicine as scheduled and then
\\stores it : . |
Standard: Behav1or over the g%rlod prescribed. Medicine
must be- taken according to the instructions (doctor
or label), and must be’ storedygin the- proper place.

~—

/

Y
Social-attitudinal functigning. s, Accordlng to the -

Sigelman, et al. (1979) scheme,  key areas in social-
attitudinal functioning include level of self-acceptance,
social relationship capabilities, and motivation to
improve self’. One can look at social-attitudinal outcomes

.
‘ ///”#~\~Iﬂ\much the same progression regarding behavioral specificity

tidnal Assessmgnt Profile (Ehrehworth, et al., 1980) dis-
‘cusses interpersonal relationship skill as the aerity to
establish and maintain positive personal, family, “and
comminity relationships. The indicates whether this
area represents an asset or a limitakion for the individual.

as was found w;ffnhealth outcomes., For example, the Func-

>

14
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If rating the area as a limitation, the reviewer must
indicate how the client might compensate for or overcome
problems in interpersonal relationships. oo
The Functional Assessment Inventory (Crewe &
thelstan, 1980) also calls for general ratings of the
client's social-attitudinal capabilities. These general

- ratings include the following: judgement, persistence,.

" the Level of ReHabilitation Scale enables raters to v A

congruence of behavior with rehabilitation godals,
accurate perception of capabilities and limitations,
and effective intéraction with people and social support
syStemsl In the Crewe and Athelstan (1980) measure,
these six areas‘fall in the personality and behavior
drea. However, they are imilar to the concerns in-
cluded in the social-attitudinal area described by
Sigelman, et al. (1979). The basic decision. for the
rater to render is whether the 1nd1v1dual has a sig-
nificant impairment in ‘each of the personallty and
behavior areas.

<
&

Carey and Posavac's (i977) Level of Rehabilitation
Scale presents more concrete indigators of client level
of social functioning. In the area of social interaction,

1ndlcate the extent to which an individual actually
partlclpates in games and home, church, work, and com-
munity social activities. Change on these dimensions
over time would be relevant ‘to thg goal of increasing
social relationship capabilities.

The functienal capacity areas presented by Crumpton,
et al. (undated) include several’ behavioral strands
relevant to social-attitudinal functioning, e.g., inter-
personal relationships, sex education, and .social .speech.
For example, interpersonal reYations is defined as the
ability "to initiate and maintain interaction with others,
in a cooperative, participative, supportive fashion...."
The interpersonal relations behavior strand begins with
"watches the movements qf others-shows interest" and
ends with "able to initiate and maintain interaction with
others’in a cooperative, partlclpatlve, sugporglve fashion
and can be '‘comfortable alone."  The behavioral strand re-
garding sex education is defined as "understands and has

‘practical knowledge concerning sexual practices and assumés
responsibility for ~all actions." Functional skills in-

cluded in this strand range in complexity from the cap-
ability to differentiate between males and females to

ah indepth understanding and knowledge of sexual practices
coupled with assumption of personal responsibility. The -

15.
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final strand pertaining to social-attitudinal relation-
ships is labeled social speech. Social speech reflects
the indi&!dual s capability to use "socially acceptable
language with regard to time, place, situation, &nhd per- .-
. sons involved. Proceeding developmentally, fuhctional
. behaviors in the s¥rand 'begin with "maintains .appropriate
I d soc1al dlggance when speaking to others" and engs with
agie to use socially acceptable language with ‘regard .
to Xime, place, situation and persons 1nvoIVed'" )

As the authors noted in dlscuss1ngathe Functional
Capacity Areas (Crumpton, et all, undateéd), the functional,
skills in ea¢h strand can be used several dlfferent ways.
During the intake process, assessment of the individual’ s
. 1evel of performance on a given strand is an indication -

J ‘of the person's initial “level of performance. During the
adjustment phase; functional skills on the strands can be
viewed as target behaviors for training. Finally, during
the termlnatlon phase, the behavioral strands can be

, employed as measures of client post-treatment status.
Walls, 2ane, and Thvedt (1979) provided multlple
beha ioral skills in the soc1al—att1tud1nal area. “Again,:
these skills are presented in the condition-behavior-
standard "format. Important social skills include making
1§troductlons, greetlng others, starting and maintaining
a’conversation,’ staying on topic, etc. An example of an
v ‘ , important social skill relevant to maintaining positive
social relatlonshlps is accepting criticism.
behavior-standard presentation of accepting criticism
is as follows (Social and Communlcatlon Skills, #30,
Cr1t1c1sm, p- 122)
' - Criticism
. . i . ﬁ-ﬁ
} Caondition: Given a role play or natural situation in
which the ‘client is constructively or destructlvely
criticized for a behavior or a performanﬁé@
Behavior: Client accepts the criticism and remains calm
(e.g., asks for, suggestions Xor improvement, speaks
in a . ,normal toné of voice)

~- Standard: 1In the rolg play or natural sltuatlon, all
persons interviewed must 1ndependently staté that
the client reacted reasonably and.was not verbally
// or phys1cally abusive.

The condition- -

(
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.Another valuable resource for identifying behavioral
. criteria relevant to social functioning is The Ideabook:
550 indicators for use in setting goals (Garwick &
) Brintnall, 1977). Areas included in the Ideabook.rele-
vant to social’ functioning include aggression, anxiety, /
depression, family/marital, fgterpersonal relations and
_~ communication, psychopathological symptoms, self-reference, .
sexuality, and work. For each of these concerns, Ghrwick .
and Brintnall (1977) present multiple goals scaled as to
different behavioral levels of performance. To use the .
Ideabook, program staff and client could identify goals
for independent living serviles in the social functioning
area as well as current (preservice) level of functioning.
s After a given time interval or completion of services,
staff member and client could assess whether any-.-changes

One ,area in the Ideabook particularly relevant to
+ social functioning as defined by Sigelman, et al. (1979)
is self-reference (p. 159), a category including goals
(indicators) related to clients’ feelings about themselves.
Specific examples of’'self-reference include self-definition;
comments about self, talents or abilities; feelings about
accomplishments or mistakes; overconfidence/é&cepting

imperfection; self-worth in relation others; problem-
. solving and expressing needs; and judgement of appearabce.
w Within each of these subareas, a 1ist of behaviprally

scaled indicators is provided.® For example, an inrdicator
and set of performance levels for "self-worth in relation
to others" would be: 7 : -

‘5 ‘o Self-valuation -
- Levels .
é k] 7
4
1. Feels’'that everydne else is worth more than he/she is

2. “Feels he/she is'worth as much as one Other specific
person (list the person L)

3. 2 other specific people
4. 3 other specific people {
5. 4 other specific-people . .
6. Etc.,(5-15 or more)j ¢ - -
7. Feels that everyone is worth no more than the client
N . Mdbilif& functiog;gg.' Mobility limitations include
& impaired capabilitiés tc manipulate objects, move about
. home and work place, and participate in the affairs of the
N community (Sigelman, et al., 1979). Mobility limitations,

therefore, include not only basic skills such as upper and ~

‘f . . v ‘ 1 9 -

in performance level have occurred. ~ v




lower body capabilities but the broader.effects of loss

of these capabilitiesiaé*e., noninvolvement in the affairs
of the community. Empha51s on movement in the home and
work place and participation in the communlty, therefore,
makes mobility a central outcome to seek in independent
living services. . _
. . .The Fungtional Assessment Profile (Ehrenworth, et al.,
coe © 1980) includes both mobility considerations--a) object
manipulation and b) physical and psychological ability to
move. from place to place inside and outside the home.
Ratlngs in both areas indicate the extent to which the
client is limited and whether or not compensation is -
possible. |

Specific behavioral indicators of object manipulation

capability are provided in the Functional Assessment/Profile.
. Questions regarding the individual's ability to dress,

maintain pewsonal appearance,ruse tools and implements,

and operate mechanical equipment yield information re-

garding functional limitations of hands and arms. Raters

are directed to focus on more than whether or' not the .

individual has the capahkility but also on the amount of

time required to completg the task and on the qguality or

accuracy with which the task is completed. — -

/ ' AE a result of disability, many individuals are - -
5 restrjcted in their movement in their homes and com- ‘ "o
/ ) munities. Furthermore, their"mobility restrictions are )
" ' often compounded by environmental barriers. Hence,. an
f independent living center should focus both, on improving
individual skills as well as on removing specific environ-
mental barriers. For this particular section, the emphasis
is on ,assessing'mobility in terms of changes in the indi-
vidual's range of activities in the home and community. A
% later section on environmental change #ddresses the kroblem
of architectural barriers. ) .

~ , *

Somewhat more spe01flc moblllty ratings are called -
for on the Functional Assessment Inventory (Crewe &
Athelstan, 1980), e.g., ambulation, upper extremity func-
.tioning, hand functlonlng, coordination, ‘and motor speed.
Specific services. such aS\prostheses/orthotlcs, physicak/
occupational therapy, and, surgery could significantly
_increase an individual;% capabilities.ih those areas.

> /
In the Level ©f Rehabilitation Scale (LORS), Carey
’ and Posavac, (1977{\focused less on functional capabilities’
such as object manipulation and ambulation and.more on v
involvement in home and &ommunlty activities. The only

. o /
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specific functional .ratings included are in%the Activities
of'Daily Living area, se.g., ability fo walk and speed of
wdlking. Their ADL dimension includes many of the self-
care items previously discussed in the health area.

[

Considerable attentioff is devoted in the Level of
Rehahilitation Scale to the second ect of mobility
emphasized by Sigelman, et al. (1937), movement in the
home, work "place, and community fobility outcomes in
these la¥eas can, be traced through ratlngs in-the LORS
areas of home activities, outside act1v1t1es, and social

‘interaction. Social interaction pertains to- gttendance
’and\participation in games, social functions,'®&nd school

and woxrk activities. , . . :

~ 3

———

* Focusing prlmarlly on self care 1ssues, Schwab's
(1981) independent living assessment deals .with impli-
‘cations of mobility limitations such-.as pProblems in-
dressing, cooking, and’ hope kare. These items were
discussed as self-care aspects in the health area.

Little attention is. glven to the second aspect of .
mobility, 1nvolvement in the home, work place, and
community. '

L : -

Behavioral strands relevant to mobility included
in the, Functional Capacity Areas (Crumpton, et al.,

&

'undated) are gross motor, amhulatlon, and wheelchair use.

Representing a sequential approach to eye-limb coordi-
nation and balance,. the gross motor strand proceeds from
.basic con51deratlons such as "shows protective behavior
(e.g., extk nds arms when falling)? and "lowers self to~
sitting from®standing (instead of falllng to sitting)"
to more ‘complex actions such as jumg'ng rope, ,catching -
and throwing a ball, and demonstrating: "eye~limp coordi-
"nation and bdlance using large muscle groupings" (pp. 11~
13). Ambulatibn refers to capability to "use own means. -
to move within the environment." Simple behiyiors such
as lifts head while lylng @n stomach to compYex behaviors
such as ™able to use own. means <o move within‘the environ-
ment" comprise the strand (pp.- 14-16). Wheelchair use
reflects a series of behaviors 1ncorporated in the
ability "to use a- wheelchalrato move safely from one
place to another—in the environment" (p. 17). '

- N » 1

Other;mobilizy related behavioral "strands include .
special considerations far individuals with visual impair-
ments. For example, several behavioéral strands focus
on orlentathp, movement, and travel in "familiar and

unfamlllar environments." Not _only is each strand ~
\-— ’
\J
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» presented developmentally, but the .total group of be-

TN ’ havioral sgtrands :in thesorientation and mobility

.. seetion is arranged in terms’qf 1ncreas1ng\complex1ty

‘ The behavioral goalr »for the’first'sgrand is "able to

. 7 -demonstrate' an awareness pf ohe's pesition in relation
‘- to the environment . . .." "While the last strand in
the.group emphasizes the .ability' "to travel alone, =

\\ safely, and efficiently to known and unknbwn locations . . .."

-

.

Mobility behavidrs are presented in the condltlon-
.behavior-standard fermat in the . Independent L1v1ng
5 Behav1g¥SCheckl%st (Walls>aet al., 1979). Acts related ¢
to locom®tion, ‘entry,* movehent in the home, use of ¢
" kitchen, appliances, house’ ckeaning, and movément about
the communlty are 1néluded; Behavioral criteria included
in the list have obvious 1mpllcét;ons for evaluation
'\ind teaching aspects of. independent living. Use of\an‘\\ —
scalator provides a concrete example of a mobility" sklll
" (Mobility skills, ﬁsz Escalator, p. 24) .

I s

. Escalator " . v
’ - oL h
~ Condition:- @iven an. escalator ¢
- '\- -
- Behavior: Clients steps onto the éscalator, r1des up or
down, and steps'off e -

\’. —
Standard: . Behav1or within 1 mlnute' The. next level.
: must be reached w1thoﬁt falling.

Cognltlve—lntellectua& functioning. Cognitive cap-
f/ abilities of importance rnclude intellectual manipuldgion
" Y of symbols and objects, acquisition and storage of éw'
cognitions, and transfer of learning to other contexts ™
(Sigelman, et al., -1979). Defining these concepts isg
. of course, required if they are to be useful in program
evaluation, hence, the impodrtanee of functional rating
scales which include cognitive sections. - .

\

'« . ' ) . ~
. R Although it contains no spe01flc cognltlve section,
the Functional Assessment Proflle (Ehrgnworth, et al., “

1980) includes ratlngs in three related areas--problem-
solving, time management, and{Self -direction. Problem-
solv1ng skills include functions of memory, attention,
i reasoning, and appllcatlon of - 1nformat10n. The individual's .

. use of” each of ‘those, subcemponents ecan be ebaluated .
through responses made in an interview and _through an
analysis of the individual's Yast history of solving prob-
*lems. Again, the Functional Assessment Profile calls

oo for onlyx a general EValuatlon of probpem-solving limita-

tions and capacity for‘compensatlon. .=

/

© v . ~
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Time management and self-direction, manlfestatlons .
of the cognitive functions of memory, attention, reasonlng,
and gpplication of information, are also included in the
Functional Assessment Profile. Time management represents
the ability tq assesg one's needs and .manage;’ tlme efficiently
in order to meet those needs. Self- direction_is defined
as the appllcatlon of problem-sdblving skills#i.e.,- the
initiation 6f goal-oriented behavior which follows neces- oo
sary logical steps. Improvement in these areas should .
appear as a result of compensations planned inrthe servloe_
program.

[N

— [N

< . »

Crewe and Athelstan's (1980) Funcfional Assessment
Inventory adds several dimensions to the cognitive area.'
In addition to learning ablllty and memotry, they also in-
clude perceptual organization, language functioning,
literacy (reading and writing), and speech. Changes in -
these areas along a scale of severe impairment to ho im-
pairment could result from independent living services.

o

! Tk

The“Level of Rehabilitation Scale (Carey & Posavac,
"1977) provides observable behavioral criteria for a .
comprehensive set of cognitive dimensions (time‘oriented,
understands speech, uses "y€s" and "no" appropriately,

quality of speech, speed of speech, use of gestures, * . .o
reads, writes, cqQmputes, can monltor own behav1d§s, and L e
can correct own errors) Ratlngs in each area’reflect . , /

the individual's level’ of performance. For example, -in
the category_of writing, “the Jollowing levels are pro-

vided: "does not write; wrltes own name; writes more -
than name but oQnly minimally; writing approaches normal «
qualityf-and rate and ality of writing ré equivalent - .

"to premorbld aplllty" (p. 20).

Although not addressed dlrectly, cognitive Skllls\
are implicit in several of'the areas of independent
living assessed by Schwab (1981). “The most obvious:
area 1nclud1ng cognitive skills is money and time manage-
ment. gever, the preceding measures provide more i

- specific dimensions of ¢ognitive functioning. O .

N

~.%ggnitive assessment is possible through selective

use of the Functighal Capacity Areas (Crumpton, ‘et als

undated). For eﬁgﬁgée, the education area contains er"

behavioral stfands r basic skills, .reading, math, o,

writing, and reasoning. Behaviors demonstrating the -
ability to deal with time, space, and guantity are.>

ificluded in the bdsic skills strand. THe reading,
writing, and math strands are self-explanatory. As an

- i -
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example, "the reading strand ranges from entering be- r
- haviors of "looks at pictures in book" and "identifies
pictures in book" to "reads at average for minimum ’
adult® level" and "able to translate 8ritten symbols

into their~ré§pective sounds and words" (pp: 51-53).

N & .

L IR In the Independent L1v1ng Behavior Checkllst
(Walls, el al., 1979), cognitive skills are -subsumed in
.the functional academic skillg area. Specific behaviors
. in the condition- gehav1or standard format are provided |
which range from the‘capabrllty to provide sogial history
information®in response to questions tq the ahility to ’
fill out income tax forms. The focus in the functional h
academic skills segment is on the appllcatlon of cognlthve
processes in certain situations, e.g., 'using clocks and )
calendars, measuring, counting, etc. Given the concréte -
behavioral presentation- of the skills, it is possible *
to identify deficiencies, select training approaches, ‘

and assess gain from the information in the manual. , oo

Indlcators in the ‘Ideabook (Garwick & Brintnall,
lQ}J{\apply to assessment” of cognitive gain. For example,
the éategory labeled cognitive ability includes multiples
goals reflecting. "general nmental abilities, orientation,
concentration, and attention-related abilities" (p. 49).
Eplsodes of confusilm, following 3-step directions,
knowing address, and knowing hour of day are but a few
of the gaﬁls scaled in this section. Other cognitive
related indicators are also available in the seqtlon
labeled de0151on—mak1ng o,

Communication functioning Sigelman, et al. (197§) ‘(
define communication_ functioning asgincluding capabllltles
to send and receive messages and exchange inforhation and
ideds: Difficulties in these areas typically occur for
individuals with hearing and/or visual impairments. = The
most frequent ‘communication problems cited by Sigelman,

‘et al. {1979) were "receptlve communication problems,
particularly those 1nvolv1ng the sense of sight" (p. 111).
= Reflecting the distinction made by Sigelman, et ‘al.

(1979), the *Functional Assessment Profile (Ehrenworth,
et al., 1980) defines communication as both eXpressive
and receptive. The communication rating using the Func-
tional Assessment Profile~therefore, focuses on individual
capability to hear and process sounds and see'and process
. the environment. The emphasis is on disébility related
communication problems (visual or hearing impairments) not
‘ on_c5gtqral or language ‘related communication problems.

7 _ i . C .
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g)tent of limitation and potential for compensation’are
the primary issues of concern. To overcome Limitations
in the ¢ unication area, independent lividg programs

* can -assist clients in securing speech therapy, hearing

t

aids, braille training, manual communication, lip reading,
and TTY's. . .

o~ ‘e
M . 4 ¢ Q&

Communiéziion is not singled out_as an area for rating
on the Functional Assessment Inventory (Crewé& & Athelstan,.
1980) . However, two ratinqs are included on the scale
for extent of impairment of vision and hearing. Henge,
the Functional Assessment Inventory does not provide any
information in addition to that which could be secured -
through the ¢ommunicationsrating.on the Functional
Assessment’ Profile. . ) ~

Similar comments regarding measurement of communication
skills can be-madesabout the Level of Rehabilitation Scale
(LORS) (Carey & Posavac, 1977). .Communication related
items on the LORS are listed under cognitign, e.g., under-
stands speech, and quality and speed of speech. Again,
the rating of communigcation called for on the Functional .
Assessment Profile deals more directly with the receptive/
expressive skills of communication.

A

Stressing homemaking and self-tare dimensions, Schw;%'s
(1981) independent living assessment has. no direct measures
of communication skill. The Functional Capacity Areas
(Crumpton, et al., undated) refers to communication skills
but only for individuals with hearing impairments. The -
behavioral strand, "able to.,communicate with sign language,"
prasents a developmental sequence of béhaviors beginning
with® "communicates by pulling another to show him.object,

. person, or situation" to multiple beQHViors indicative

of the ability to communicate with sign language .(pp. 87-
89). .The Functional Capacity Areas does not include a ’
communication strand for the visually impaired.

The social and communication skifls index of the Inde-

"pendent. Living Behavior Checklist (Walls, et al., 1979) and

the interpersonal relations and communication section of the
‘Ideabook (Garwick & Brintnall, 1977) deal more with issues

of social-attitudinal drvcggnitive functioning, i.e.,

soétal skills. No behaviofs.or indicators are provided

or evaluating an individual's capability to send and re-’
ceive information. Hence, the behavioral strand-on sign -
language, the Functional Assessment Inventory ratings of .
vision and hearing, and the Functional Assessment Profile
overall rating «of communication limitations and potential
for compensation previde’ the only ratings of this dimension.

P} [ " ~
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Environmental Change

Hlstorlcally, effdrts in rehabilitation havewg%lmarlly
reflected the medical model which emphasizes thHe need to
change or "cure" the individual. The Yimitations re-
sulting from disability were viewed ‘as properties of the
person Which could be worked around or removed by restoration,

‘Gounsellng, or tralnlng services. In recent years, this )
"person” focus has given way to a more comprehensive model
of disability-and its effects. As Sigelman, et al. (1979)
pointed out, functional capacities may or may not constltute

handicaps’ depending on the nature.of ‘thé environment.

.~Vie;EEE\%ge/environment as the locus of the problem
for people wi disabilities, DeJang (1979) and Roberts
€1977) described how architectural barriers, social’ ’
attitudes, and gaps in human services create handicapping
conditions., Reiterating the previous categories of
“architectural,, attitudinal, and service gap barriers,
Slgelman, et al.,(1979) also added economic disincentives
and deficiencies a$ yet -another negative feature of the
environment. Contending that environmental factors can
. cause 1nd1v1duals with sigilar disabilities_to have vastly
ifferent outcomes, Sigelitan, et al. (1979) recommended
that measures of environmental characteristics and forces.
also, be,developed Independent llVlng programs must,,
theréfore, includé services designed to resolve problggf
created by barrigrs Ia_the physical, social, economic,™=
and human service environments.. . . ] {

/

.

Physical Environment. In discussing problems emanatiﬁ%
from the physical environment, Muzzio, et al. (undated)
stressed that, in the past, few, if any, programs have
worked to ‘create adaptive barrier ‘free housing, .accessible
and affordable transportation, bagrler free publlc/prlvate o
facilities, and specfal communlcatlon and information
services. Because of the lack of these serv1ces, individualils
with physical and sensorY‘dlsabllltles are’ dénied access
to full partlclpatlon in society in many ways. Indeed,

Mace (1980) indicated that ‘the meaning of accessibility
‘differs for each. of these Qroups Accessibility for indi-
riggals in wheelchairs ihcludes "hard surfaces, gradual
sl

L 4

es, lower fountalns, and wider doors." Individuals .

imited in the capacity to walk may;peed."hand rails, a
place to sit and rest, or extra time to move about "
Individuals with visual impairments ‘require contrastlng -
tactile or audible information displays and warnings,
someone, to glve directions, or permission t i
guide dog along." Finally, individuals wit .
pairments need "visual ,inform@tion dlsplays Or someone tgm
(Mace, 1980, Pp- 131-132).

\
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Independent living programs could undertake program-
matic efforts in.any or all of. these problem greas--housing,
transportation, public and private facility accessibility,
and communication and informatipn services. Outcomes in
these areas could be monitored in terms of concrete objective
sought, date to achieve objective, number of services or
service contacts required, amount of time devoted, cost of
services, problems encountered, completion date, and actual
outcome. : . , .

In the housing area, outcomes such as housing”referral
directdries, number of home inspections, number and type of
home modifications, and referrals to other agencies for
hous1ng assistance could be monitored (Stoddard, 1980).
Effects of efforts to initiate needed legislation or finan-
cial benefits for housing modification services could also
be assessed. Wright (1979) cited several outcomes needed
in the housing modification area, e.g., availability of 1)
home evaluation teamg to assess housing needs, 2) quality
design and construction experts to assist 'in housing modi-
fications, 3) funds for making needed changes, and 4) .
training of independent living personnel to conduct home
evaluations. Of course,*several of the above recommenda-
tions overlap needed changes in the economic or human
service environments.™-

According to Turem and Nau's (1976) comprehensive
needs study, the greatest concern of severely disabled
‘people is getting from point A to point B. Part of this
problem could be resolved by modification of the home
itself, e.g., elimination of stairs and redesign of the
kitchéh and bathroom areas.: But, another facet of the’
mobility issue is public transportation. Independent
living programs should concentrate on speciiiefdbjéctives .
such as developing a subsidized and properly staffed van
service; decreasing problems involved in getting to public
transportation areas; providing a secure, safe place to
wait for transportation; and relieving problems in getting
on and off public transportation. -

Social Environment. Plans for changes in fhe social
environment should be described in & community impact
statement (DeJong & Hughes, 1980). Through advocacy and
community education efforts, pragrams in independent living
-.could do much to reduce stigma and prejudice against indi-

' Viduals with disabilities. Efforts of these programs

could be evaluated ih terms of number of people reached,
changes in audience attitudes, problems identified and
resolved, and indications of increased involvement of

25 J
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_people with disabilities in society. Problems identi-
‘fied and resolved may fall in legal, financial, employ-
ment, and social areas. Organlzatlons affectid might }

. include state and federal agencies, county and municipal
offices, state and federal legislatures, and private
employers or community groups. ¥ fClear evidence of the
effectiveness of these’ programs would be increased .options
and benefits within the social eénvironment, e.g., Jjobs,
social aétivi;iesj services, and financial benefits.

Economic Environment. . Negatlve environmental effects ‘
sten from 1nsufflclent financial support and economic dis-
1ncent1ves. Gaps in financial coverage for the needs of
severely disabled individuals hfve historically resulted in
poor or non—ex1stent attendant care, medical, transportation,

. . and housing modification services. Hence, severely disabled
people have subsisted on a narrow egonomié base. Moreover,
financial disincentives resulting from returning to work
confine these indiwviduals, to this narrow economic base. - »
For example, Social Security benefits for maintenance and
medical services are decreased or eliminated if the indi-
vidual, becomes employed. “

In the economic sphere, programs in independent living
have severa‘>respon51b111t1es The first, of course, is
to the individual. Through financial unseling, ogram
staff should help the individual increase his/her ecqnomic
base. Outcome criteria could include \congiderations ‘such
‘as increases in monthly financial suppo and number of
“ agencies providing assistance. -Moreover, programs could
.demonstrate that, as individuals are provided resources to
live independently, costs in other areas such as insti-
tutional care decreise

Secondly, program efforts should be-directed toward
initiating legislation to increase fingncial benefits
needed for transportatlon, housing modification, attendant
‘care, and medical services. For example, Frieden and
Frieden (1980) reported on a program in Sweden which pro-
vides up to $10,000 for a one-time hou51ng modification.

" Finally, programs must work on eliminating certagg finangial
disincentives for returnlng to work such as those in Social
Security. Results of -interest in the legislative area
include numbet of people contacted, types of legislation

K written and sponsored, type and number of existing pro-
’ visions changed, and economic benefits available in new
legislation.

.
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. Human Service Environmeht. i?aps‘ih human services® for

severely disabled people werg implicit in the preceding
discussion of physical, social, and économic factors. As
Muzzio, et al. (undated) indicated, too -few service pro-
grams exist to provide adaptive barrier free living, ’
accessible and affordable transportation, barrier free
public and private facilities, and specific communication
and information services. In addition to these problems,
economic deficiencies and disincentives confine severely
disabled individuals to a narrow economic base and to
limited services in' attendant care and medical services.

.,

Advocacy and community education efforts are con-
tinually needed to encourage human service agencies to
establish new service programg. Positive outcomes of
efforts to change the human service environment might
include a) number of successful linkages with service
agencies, b) new service components initiated, and c)
problems identified and resolved in securing new services.

As an example of a needed service, Frieden andFrieden
(1980) and Dickerson (1979) noted the benefits of central-
ized locati®ns for displaying assistive devices. In
Sweden (Frieden & Frieden, 1980), each county provides a
location in which county residents can see and try out

. such devices. Dickerson (1979) spoke of providing a
similar service through a card catalogue approach in
independent living centers. Each card would include a
picture of an assistive device and a description of
its use. 1Individuals could then order devices .of potential
value and try them out on a temporary basis before pur-

. chasing them. Of course, client response to any new
services should be assessed through client satisfaction
measures. :

-

~Client Satisfaction

. Multiple problems have been’identified with assessment
of participathsatisfaction. In fact; Scheirer (1978)
stated that a basic proposition for interpreting satis-
faction data is as follows: ™Participants like social
programs, evaluate them favorably, and think they are .

.beneficial, irrespective of whether mgasureable behawvioral
changes také place toward stated program goals" (p. 55).

‘ Several reason$§ were advanced for the bias implicit-
in.satisfaction data. 1Initialdy, a'social-desirability
response set operates. Since the desired answers to
satisfaction questions are obvious, individuals tend to

- | k : 9t
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program, the researcher avoids biasing results

‘'services meet the consumer's needs.

3
comply with the presumed intent of the measure. Rel&ed )
to the social desirability set, an ingratiation phendfienon °
occurs. By -evaluating a program positively, participants
believe that they can please' the sponsors of the program.
Finally, there is the "Hawthorne effect" or reactivity. to -
extra effort. Because something new is occurring, ‘
participantsy, both staff and clients, tend to believe

that the program is achieving its objectives. Moreover,
partlcloants do not wish .to jeapordize their chances to .
receive more of the beneflts, a percelved outcome =""of rating
the program.negatively. For the above reasons, Scheirer
(1978) concluded that satisfaction. measures are inappro-
prlate for assessing primary program effects if the pro- -
gram 1s 1ntended to 1nfluence client behavior.

And yet, other authors (Larson, Attkinsson, Hargreaves
& Nguyen, 1979) have stated "valid reasons for securing
client satisfactidn data. With consumer ratings of the
"toward
the provider's or the evaluator's perspective" (p. 197).
Moreower, data on consumer outlook is-required for many
programs by federal legislations This requirement re-
flects the importance attached to providing those indi-
vidyals who'typically are somewhat powerless in society
with a voice in pollcy development and, program direction.
Finally, Reagles, Wright, and Butler (1970) described
client satisfaction as a function of the degree to which
They found that
satisfaction was related to the number of client contacts
with the counselqr, .the amount of time spent in cqQunseling
and .the total cost of the client's rehabilitation? "In’
general, the more intensive the intervemnticén, the greater
the client's expressed satisfaction with services-re-
ceived" (Reagles, et al., 1970, p. 37).. Moreover, as

- time passes and as clients atteéempt te apply their service 3

experiences, - reported .satisfaction begins to vary by the

_way ,in which, services have helped them meet their needs.

-

Client satisfaction measures ‘can be spec1f1cally
de;;}eped for the assessment of services in an independent
living center. Areas that might be tapped include the
ease of contacting and finding the independent living
center, the &xtent to which the center and its employees
are’  able to help the individual, the extent to-:which workers
can identify other valuable resources, the speed with which
services are provided, the adequacy of services, and overall
satisfaction,  with the attitudes of the staff and the help

-

‘received {(Cook,

1977;

Roessler &’ Mack, 1975).

However,

”

pilot 'studies wjll be
and validity of {these

>
e,
¥
)

required to establish the reliability
measures.
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. A good case can alsé'be made for a standafdized
measure of client satisfaction yielding normative data
regarding performance of similar ‘program$. With its
reliability and validity established in prior research,
the instrument could be used with some degree of confi- |,
dence. Table 1 presents items for one such instrument
developed by Larson, Attkinsson, Hargreaves, and _ B
Nguyen (1979),. High internal congistency coefficients
for the scale were reported for*multiple administrations
(.90 or better). )

Table 1
. Sample Items from the )
Client Satisfaction Quqstionnaire (CsQ)

How would you rate the quality of seyvice you re-
ceived? ;

~ 2. Did you get the kind of service you wanted?

-

3. To yhat extent has-our program met your needs?

4. 1If a friend were in need of similar help, would you
recommend our program to him/her?

How satisfied are you %;th’the amou%t of help you

received? ) .

Gvnﬁﬁave'the services you received helped you to deal
ore effectively with your problems?

[

7. In an overall}; general sense, how satisfied.are you
with the service you received?

8. If you were to seek help\allgain,~ would you come back/
to our program? - A > '

Project Operation ; . #

Program evaluation of independent living centers should
also focus directly on project operations. The major
consideration is the extent to which management is operating
effectively and efficiently in accomplishing project goals
and objectives. For example, were programs implemented as .
projected; e.g., pe€er counseling, transportation and housing
referral, equipment repair, etc.; and are they performing
as éxpected? ’ -

’
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Another significant concern is* the - extent to which
the program is .serving the appropridte target groups
(Muzzio, 1981).. Client data such as age, ‘education,
diagnostic category, and severity of disability can be
used to demonstréte that the program in serving severely
disabled individuals who, ar overlooked by other human
service programs. e\\ o -

A list of {specific project operation criteria was
developed by the New York State Office of Vocatignal
Rehabilitation (1979). To assess the operation of its

. independent ‘living programs, the New York agency focused
on dimensions such as the 1) number of handicapped indi-
_viduals on staff; .2) movement of handicapped staff and
clients to jobs or poSitions outside of the center; 3)
extent to which severely disabled consumers play a role
in policy making; 4) rnumber of handicapped individuals
on the Board of Directors and advisory committee; 5)
level of staff pefformagce,'retention, and staff turnover;
6) progress toward non-federal grant support; e.g., commit-
ments from private foqndations, development of fee for
service agreements -and third party agreements, fund raising, -
detrease in grant support required for continuatioh; and
7)  service components developed--individual group counseling,
¢ ADL training, mobility training, and personal adjustment
training and numbexr of' clients served by each (New York
¢ , State Office of Vocational Rehabilitation, 1979) .

. Other facets of center operation could also be moni-

. tored. Information regardirng the most effective-and
cost-efficient staffing patterns for centers would be
valuable. Centers should also keep track of the units .
of servicé rendered, the cost of the varipus services,

- and the extent to which different fuhding sources Zon-
tributed to individual service costs (Muzzio, et al., un=
dated). Other data of importance include the number of ’
individuals served, the kinds of disabilities served, the
number of referrals made to other agencies or providers,
the number accepted in those préﬁiams, and the nuimber for
services were not provided (Arkansas Division of
Rehabilitation Services, 1980).

< . .




, SECTION VI _ N

A Model for Evaluation of:, . :
o . Independent Living Rehabilitation | .

' Purpose
8 The. purpose of this paper is to pfesent criteria
for use in evaluating independent living programs.{ To
identify approprlat dimensions and evaluation strategies,
one must first understand, the basis for the movement it-
self. As noted in the initial section, independent living .
rehabilitation has groéwn out of recognized deficiencies in
society's response to:individuals with severe disabilites.
In other words, throygh. the independent living movement,
severely disabled individuals are not only expressing
certain inalienable human rlghts but also seeking the
) services they need to exercise those rights. ) .
. ; —
. " The paper stresses the role of independent living
services in enhancing -individual functioning and environ-
mental accessibility. Individual functioning includes
concerns in the health, social-attitudinal, mobility, N -
cognitive-intellectual, and comﬁunlcatlon areas. Outside
. forces requiring attention orlglnate in the physical,
> social; economic, and human service environments.

Py

. Simply describing target areas for program evaluation
‘ does not, however, provide information as to when to
gather the data. 1In the next section, a model of the
A independent living service process is provided which
identifies stages for collecting client screening (input),.
. service outcome, satisfaction, ardld project operations
: data. ‘ '

Independent-Living Procesg and Outcome Model

¢
1

.Figure 1 presents a model of the 1ndependent llVlng
process,as it relates to client outcpme. Sections ‘of the
mbdel ‘ifclude client screening, service determination,. ser-

) vice dellvery,~and follow-up. In describing each of these
’ components, it is possible to highlight.the program evalua-
" tion issues which should ‘be addressed. .
v
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EVALUATION OF PROGRAM EFFORTS TO MODERATE ENVIRONMENTAL FORCES
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° 1. Client screening. Clnent screening ‘information
such as background data, severity of disability ,
: indicators, pSychologlcal -gharacteristics,, and
) ‘ need profiles can be used tgq detexmlne whether
! . the 1ndependent living program is serving the
. .. proper targét group. Moreover, the infofma€ion
could be used.to identify needed ‘services and to

‘ detérmine later what type of client benefits
‘ _ ‘from what type of serwices. Information from the
oo screening phase can al'so be related to outcome

data to establlsh client difficulty 1ndlces
; . 2. fnltlal status measures. ,Measures of the client's
. ' Fnterlng status in human functlonlng identify
. jimportant targets for services. " This pre-status
v : ‘profile then becomes:.a comparison point for similar
¢ profiles generated dtdring the susienSLon and )
' follow—up statuses. ,

® ~‘\ :

.. X Service determinatibn and service dglivery:=-iInde-
pendent living services proylde the means for

. achieving des d outcomes. -Records of the nature
. and amount of sérvic réndered when lhgked with

indications of positive client- outcomes’, yield

PR ’ evidence of program effectiveness. These samé
- records can also be usedé;z/estlmate the, program's

) , ability to achieve mandgepént objectives such as
R o 1mplement1ng core servic s by ‘specific dates.
4, Flnal status measures. ‘Post—tréatment measures
assess the client's exiting or mination status
on relevant human functioning mealSures. Termi-
nation status 'can then be compared with: pre-status
. to determine a). did clients gain f£rom independent
st living services and b) whg gained, who lost, and

who did not change’ Explanatjens for differehtial
. gains can come from comparifig these groups along
o ' several dimensions. ¥For example, Sglents‘who

: gained from independent living services could be

compared with those who did not change and with

. ’ .those who lost ground along such dimensions as .
., a) background characterlstlcs b) service needs,
c) behavioral capabilities, d) differential .ser-
vice programs,'and g) factors amanating from the
physical, socLal, economic, and human serv1ce
‘ enV1ronments. . N

¢« 5 “Follow-up. ,Fdllowiup is needed to asse®ks ha
. nance of gain.after-completion of program

/ & v;7 ’
¥
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Clients could*agégn bé rated on human function-

ing measures used during earlier .stages. The
follow-up® period also provides an opportunity

to 'gather data regarding client satisfactio

with the independent living prograp:

Environmental factors.. As Figure 1 1llustrates, v
every aspect of ‘the process, and outcome model

‘is affected by external factors in the physical,
sbecial,, economic, and human service environments.
Individual gains in independent living may be ,
hampered or enhanced by these forces. Hence, it
is the program's responsibility to- identify ‘prob-
lems encountered in providing effective’'services
and seek to resolve thém for the benéfit of thed
entire community of severely disahled individuals.-
Continued evaluation of efforts to*moderate
envirbnmental forces should be planned. ‘ -

Y

Ongoing monitering of projéct operations. Through-
out the operation of the program, evaluators

should determine the extent of involvement of
individuals with severe disabilities on thé staff
and the Board of Directors.- Other issues pertinent
to project efficiency and effectiveness should be
monitored contlnuously,e g. movement ‘of the pro-
gram away from dependence on federal funds.

[
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SECTION V

Concl¥sions and Recommendations

.

Conclusion °

. Program evaluatlon is not done solely as a
response to a legislative mandate. .Many reasons
exist for evaluating programs in 1ndependent 11v1ng.

‘Recommendatlon A

Information regareng program outcomes is ipgpor-

tani because it: . ’

2.

»

Justlfles the need for 1ndependent living
, programs.  «
b. Indicates whether services aXe effectlve
or ineffective.
w C- Indicates the extent to which the program
- is serving the proper clientele.

Conclusion

Although many abstract goals are espoused for.
yindependent living, the esgential -outcomes sought
are "adaptation and integration w1th1n residential,
5001al, and community units" and "participation
in prodictive activities inside or outside the
-official labor force." Therefore, prograle in
independepnt living should be held accountable for
having a 1mpact on multlple criteria.
L ) (
Recommendation | T \‘ -

At the same -time, these principles should not be
used to obscure the need for_ comprehensive evaluati
v Important areas to include in evaluating independept
living programs are person change, gnv1ronmental
ject operations.

change, cllent.satlsfactlon, and pr
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.€onclusion : . \
v ’ . : .
‘ As with all types of behaviors, independent :
living is a function of both person and environment
. factors..
:Recomﬁendation 4 . .

Independent living programs must increase human
functioning and’ modlfy negative environmental forces.
Key areas of human functioning include health, social-
attitudinal, mohjlity, cognitive-intellectual, and ’
communication. egative aspects of the physical,
social, economic, and humanservices environment |
must be modified. Projects must accomplish these
ends effectlvely and efficiently. Therefore, pro-
gram evaluation ‘in 1ndependént living should focus
on four questions; -~

~

a. Are program services increasing the functional
capabilities of individuals with severe
disabilities? .

b. 1Is the program 1n1t1at1ng changes. in the

« environment which enhance the freedom of*

¢ * 1individuals with severe disabilities?

‘C. Are clients satisfied with program services?

d. .Are programs managed effectively and
efficiently?

L]
’

Conclusion - ' :

<

Improvement in health functlonlng is an 1mportant ‘
"person" outcome, for indépendent living services.

Recommendation

Programs could assess health functioning in terms
-0of ratings of self-care capability and stability of
condition. More spe01flc concerns would be strength,
endurance, and loss of time from work due to treatment
or medical problems. Fimally, behavioral capability
for Activitjes of Daily Living Skills could be assessed.

~

Conclusion

Psychosocial (social-attitudihal) changes are
valid outcomes for independent living services.

< i a




Recommendatlon

, Psych05001al outcomes can be characterlzed 1n
terms~of ratings of interpersonal relations cap-"
abilities and specific measures of participation

in games; involvemenht 1n home, church,.'work, and ¢
community social acti ; and’ soc1a1 skllls,
e.g., maklng introdu 1on§ and startlng and -

malntalnlng a- conver tlon.

.
Conclusion : .

Mobility limitations ipclude impaired capa01ty
to manipulate, objects, move about home and work, and
participate-in the affairs of the community. Due
to its emphaSls on movement in home and work and
participation in the community, mobility is a central
concern of independent 11v1ng programs.

. Gr
Recommendatlon -

Ranée of useg of per and lower extremities is
reflecteds in object manipulation capabilites. Im-

_portant considerations include whether. or not the .

1nd1v1dua; has the capability, the amount of time
required €o complete the task, and the quality or
accuracy with:which the task is ,completed.
upper extremity functioniing, hand functioning, coor-
dination, and motor speed are dimensions of mobility
which can be.rated. At the same time, outcomes of
moblllty skills can be evaluated, e. g., involvement
in home, social, and work astivities. It is also
important to incorporate mobIlity assessments
appropriate to the nqggs of individuals with visual
impairments. v

Conclusion S

/ Cognitive-intellectual capabilities represent
important means for-coping with life demands. ,For
example, poor adjustment oftén results from not
understandlng or not knowing how to respond in a
given situation. -

Recommendation

Programs in independent living should instjitute
training to.improve cognitive functioning, e.qg.,.

- problem-solving, time and money management, literacy,

LY .
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and language functioning. Specific behaviors

“in understanding speech, ‘appropriate use of

gestures, speed of speech, reading, writing, and
computation are indicators of cognitive-intellectual

- functioning. Cognitive capabilities can also be

L3

assessed by examining how the individual applies
the sklllsyln daily life situations such as giving
social history data in an interview and completlng
income tax returns. .

Problems in communication functioning fall in
either the receptive or expressive areas, i.e. -
in the capability to send and/or receive messages
Independent living services should focus on enabling
the individual to compensate for communication
difficulties.

Recommendation %ﬁg \ A
- Gains 1nmanual communication, braille, and

speech skills would be evidence of the positive -
impact of independent living services. Moreover,
beneficial effects of devices such as hearing aids
and TTY's could also be documented. ‘

1§ -

.~ Conclusion

On the one hand, rparticipants have a vested
interest in reporting high satisfaction with service
programs. No one wants to run the risk of losing
benefits. And yet, an argument can be made for
gathering satisfaction information.

Recommendation

Satisfaction instruments :should be included in
evaluation of independent living services for several
reasons. Consumer input provides a check against
biases introduced by the provider or evaluator. In
addition, satisfaction data is often required by
federal legislation. Finally, evidence exists indi-
cating that client satisfaction varies over time
depending on whether services K contribute to meeting
personal needs. A standardized satisfaction measure
used across centers with provision for individual
comments would yield yaluable comparative data.
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Conclusion

bilitat¥on has resulted in greater awareness of the
hang%capplng features of the environment. Independent
livrhg programs must ‘direct "their services at chang-
ing these .negative environmental factors.

0

Movement away from the medical model in reha- )
|

Recommendation

Independent living  services should be targeted
at moderating negative effects of physical, social,
economic, and human service environments. Archi-
tectural barriers, prejudicial attitudes,- financial
disincentives, and service gaps are but a few con-
crete examples of signific?nt environmental problems.

~

Conclusion.

Barriers in the physical environment deny individuals
with severe disabilities access to fuller participa~-
tion in society. Independent living services should
result in barrier removal.

Recommendation ) -

To modify the physical environment, independent
living programs must concentrate on developing
adaptive barrier free housing, acce551ble and '
affordable transportation, barrier free public and

‘private facilities/buildings, and special communi-

cation and information services. Evidence of success
in these areas. can be documented in terms of bbjec-
tives sought, number of services-or service contacts
required, .amount of time devoted, -cost of services,
problems encountered, beglnnlng and ending date - for
services, and actual outcomés. In the housing area,
specific objectives could be set for development of
housing directories, number of home inspections,
number and type of housing modifications, and nugﬁer'
s

and type of referrals-to other agencies for hou g o .
assistance. ' -

Conclusion .

zone_ vs1on

# Interventions to.change social practices and
attitudes should be-detailed in community impact
statements prepdred by independent living programs.

439
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These 1ntervent10ns would largely be of the ad- -
vocacy and community educatlon nature. .

AN

Recommendation - ' «

Evidence of effectiveness in changing negative
social practices in legal, financial, employment, . ET
and social spheres is needed. ,Extent and>effective- . . N
ness of such efforts would be reflected in 'data such
as the number of people reached, -changes in audience .
attltudes, -problems identified and resolved, and \
indication of incvreased involvement of people with \

severe dlsabllltles in society. ° - . )

”Conclu51on

\

Insufficient financial support and economic dis-,
incentives have historically limited the potentlal
of individuals with severe disabilities. Inadequate
financial support resultsNn a narrow economic base
and poor or noﬂex1stent attendant care, medlcal,
transportation, and housing modlflcatlon services.

Recommendatlon"

Through financial«counseling with individuals,
independent living 'staff should help the individual
1ncrease\hls/her economic base as evidenced by
increases in monthly support and number. of agencies
providing assistance and decreases in overall insti-
tutional care cost. Efforts to-change economic
policy on a state or federal .level could be assessed
by number of people contacted, types of legislation
written and enacted, and type of economlc benefits
available in new legisldtion.

Conclusion

Gaps in human service programs for severely
disabled individuals are obvious. ?oo few services
exist to provide. adaptive barrier free living;
accessible and affordable transportation, barrier
free public and private facilities, and specific
communicagion and -information assistance. .

Recommendation

. ‘ N B
. " Advocacy and community /education efforts aimed
at encouraging human service agencies to create new

) 40
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service programs are needed. Indicators of
positive change would be number of successful
linkages with service agencies, new service
components initiated, and problems identified
and resolved in securlng new services.

N .
Conclusion

Independent living programs must attend to 3
person and environment change goals in an
effective and efficient manner. Management prac-
tices, therefore, are another area for evaluating

programs in independent living.
&

Recommendation

'

Sample evaluation questlons regarding program

\voperatlons include:

I /

a. Were programs implemented as projected?

b. Is the program serv1ng the proper target
groups? .

c. Are individuals with severe disabilities

.substantlally involved in program planning

and service provision?

d. To what extent has the program moved toward
non-federal grant support? .

Conclusion

Independent livi programs can be depicted in
a model including phases of client screening, servide
determination, service delivery, and short and long-
term outcome evaluation. Of course, this model does -
not operate -in isolation. Every facet of service
determination and delivery is affected by factors in
the physical, social, economic, and human service
environment. : ] e _
' N

Recommendation

Independent living:programs should view program
evaluation in, terms of questions which can be
answered with information from client screening,
service determination, service delivery, and follow-
up. Client screening data relate to questions as to
a) whether the proper groups are being served, b)
the nature of presenting problems in 1ndependent

" living, and c) the types of clients best served by

41 . '
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the program. Information from the service deter-
mination phase indicates the type of services
needed and problems encountered in establishing
_service linkages. Service delivery.daﬁé/apply
to issues related to the type, extent, cost, angd
duration of independent living services. Infor-
mation from follow-up indicates both the short
and long-term success of the program.ih resolving .
individual needs as well as client satisfaction
. with services. Throughout its operation, the .
program should evaluate its progress in accomplishing
concrete environmental change and program manage-
ment objectives. N .

% £
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